British Medical journal, 1976, 1, 328-331 Summary In the general euphoria over the many views in the Merrison Report that the profession welcomed too little attention has been paid to what has been said about specialist registration. The report contains several basic confusions and a serious misunderstanding of the nature of specialist medical training and practice. It makes several cardinal errors in thinking that some notorious problems related to NHS staffing are also related to a lack of an effective specialist register, and it shows how the creation of such a register would largely destroy the authority of the colleges and faculties. Nowhere in the report is there any convincing argument to show that specialist registration would confer advantages sufficient to outweigh the disadvantages. To let specialist registration in the UK slip in on the irrelevant coat tails of EEC requirements would be a grave dereliction of the long-term interests of medical practice and patient care. The General Medical Council is holding a conference in which this topic is to be discussed on 24 February 1976 and it is still not too late for the profession to think again on this topic.
Introduction
Although professional concern over the introduction of the annual retention fee was a major stimulus to the inception of the Merrison inquiry,' anxieties about the General Medical Council's role in specialist registration were not unknown even before that. Indeed, a determination to keep the control of specialist education in the hands of relevant professional bodies was a potent stimulus to the setting up Careful study of the Merrison Report shows that (a) the committee has muddled the meaning of "specialist" with that of "consultant," and has tried to equate specialist registration to accreditation and the completion of training; (b) the members of the committee have a very imperfect idea of the nature of specialist and consultant training; (c) some notorious NHS problems are assumed to flow from the lack of specialist registration when these are clearly unrelated problems; (d) the committee assumes that co-ordination between other phases of medical education and specialist training is desirable and that specialist registration would achieve it; (e) having outlined how their proposals would emasculate the influence of the Royal Colleges and Faculties, they show how a body like their proposed GMC would probably misuse its power and do a great deal of harm to the profession; (f) the benefits that they suggest would offset all this seem, on examination, to be illusory and illfounded.
I have thus come to a conclusion contrary not only to that of the Merrison Committee but also to that of the editorial in the British Medical J7ournal that commended it.2 It is difficult to believe that the author of that editorial could have been in sympathy with the BMA's evidence on this topic: "If specialist registration is eventually introduced, the standards of training, examination, and accreditation should remain the responsibility of the royal colleges' specialist faculties and specialist associations ...."3 (my italics).
The Merrison proposals are likely to lead to rather different results as may be shown from the following extracts from the report (all italics are mine unless otherwise stated).
Muddles: accreditation and specialist registration "We believe there to be three generally recognised and recognisable stages in the development of clinical responsibility: namely practice under supervision; independent practice; and practice carrying ultimate responsibility for the care of the patient, that is, at a high specialist level. These stages correspond broadly to the three stages of registration we propose: restrictive registration, general registration, and indicative specialist registration." (Para 124.) Comment-This is the most important paragraph on this topic. Clearly, principals in general practice (eligible for the hospital practitioner grade) and consultants are lumped together in the third stage.
"[The joint committees] establish criteria for posts and inspect them, recommend patterns of appointments, and list useful courses and higher qualifications. The endpoint is accreditation as a specialist by the appropriate Joint Committee. In the rest of this part we use the word "accreditation" to mean accreditation as a specialist giving entitlement to specialist registration." (Para 128.) Comment-The joint committees intend their certificates to indicate the completion of higher professional training, giving entitlement to apply for a consultant post. There is no place in the NHS for specialists unless they are the part-time practitioners of a specialty in the hospital practitioner or clinical assistant grades or medical assistants. A formal specialist grade other than the consultant grade is clearly a re-introduction of a subconsultant grade.
"Completion of specialist education and accreditation by the appropriate body will mark the doctor fit to take the highest level of clinical responsibility in his chosen field." (Para 147.) ". . . We believe there to be a need for specific specialist training in general practice, and that general practice should be recognised as a specialty on the specialist register which we propose. It follows also that the standards of general practice ought to be maintained in the same manner and to the same degree as other specialties." (Para 129.) Comment-This last statement may be reconciled with the others only if a full six years of "specialist" training for general practice is also envisaged. But there is no suggestion that this is envisaged; in fact, shorter periods of specialist training for some specialties are clearly suggested (see below). The report has muddled completion of training with accreditation as a specialist, which, for EEC purposes certainly, would be a much shorter period of training.
Muddle between specialist and consultant "Many bodies are providing specialist education but there are no means by which the completion of this stage of education may be publicly recognised, [and] a reasonable equivalence of standards of specialist education brought about ...." (Para 38.) ". . . So far as any overall control of the standards of specialist education exists, it is by the NHS, through its appointments procedure for hospital specialists." (Para 43.) "Appointment to the consultant grade involves a procedure . . . which seeks to ensure-particularly by the inclusion of members of the specialist college and other bodies in the committees-that every appointee has received an adequate specialist education." (Para 45.)
Comment-There is a clear need (made all the more urgent by the introduction of the hospital practitioner grade) for the profession to get clear what distinction should be drawn between specialist and consultant. The report certainly fails to draw one. The consultant appointment procedure ensures much more than specialist education.
There is a lack of appreciation here that it is only by the inclusion of the college or faculty representative on consultant advisory appointments committees that the standards of consultants are preserved. The optional nature of this inclusion for hospital practitioner grade appointments gives ground for anxiety. Either procedure, however, is clearly a public recognition of a standard.
NHS problems and lack of specialist registration ". . . It is idle to pretend that the service as a whole is well served by there being a long waiting list for consultant status in some specialties and none at all in others; or that the interplay of supply and demand, locally and nationally, is a satisfactory means of making important and predominantly educational decisions, upon the sum of which the overall quality of the service largely depends." (Para 54.) Comment-The only conclusion that can be drawn from this remarkable paragraph is that the committee believes that predominantly educational decisions (such as shortening the length of training) ought to be taken in an effort to improve the service. The apparent belief that specialist registration would facilitate such an indefensible line of reasoning is hardly a good recommendation for it.
". . .It is plain that a series of committees up and down the country appointed to deal with specific vacancies cannot be a good means of securing 329 consistent standards even within one specialty, let alone among them all." (Para 55.) Comment-It is equally plain to others that it is. What objective evidence there is tends to suggest that the standards of consultants are reasonably uniform over a wide range of posts. The committee quotes no evidence to the contrary. Specialist registration and "desired" co-ordination ". . . Only by having one body overseeing all medical education will it be possible to achieve. the co-ordination of all stages of medical education. [Their italics.] This seems to us the only way of making sure of the satisfactory supervision of each part." (Para 51.) "Suppose, for example, it were considered desirable to drop a subject from the undergraduate course on the grounds that the particular specialists needing that subject would be instructed in it as part of their postgraduate training. While the GMC has the power to secure the first part of such a change, the second part would at present involve persuading numerous independent bodies of the desirability of changing their practice. Even then no assurance that the specialists concerned had in fact received the particular instruction would exist, because the procedure for appointing NHS consultants would not bear sufficient authority to enforce such a condition." (Para 57.) Comment-Specialists do not "receive particular instruction." For example, physiology and pharmacology are taught extensively in the undergraduate curriculum, and yet the Faculty of Anaesthetists insists on evidence of a high standard for the FFA, RCS. That practice would not change if the teaching of undergraduates in these topics greatly improved, and nor would it if this teaching were abandoned. To no significant extent are the educational needs of the future consultant geared to a consideration of what he has or has not been taught at earlier stages.
". . There ought to be efficient co-ordination in the design of successive stages of medical education. For example, a very high level of training in some necessary background science in the undergraduate stage would reduce the amount required later on ;" (Para 58.) Commenit-This is the same proposition in reverse and immediately brings into focus the danger of amateur outside meddling. Could one view with equanimity, for example, the GMC's "overall co-ordination" removing a requirement for training in say principles of measurement in specialist anaesthetic training because it was going to be taught in second MB ? ". . . In the absence of overall supervision, those concerned ... may waste effort counteracting the real or imagined deficiencies of other parts." (Para 59.) Comment-Examinations show adequately whether the deficiencies are real or imagined, and the trainees devote their effort when it is found to be real. This whole argument is pitched on a plane of lofty logic which has little contact with the reality of consultant training or the nature of the colleges' role in setting standards, both of which the committee seem to have totally failed to understand. Implicit powers of GMC over royal colleges and faculties ". . . Any registration system must ineluctably involve the registration body in the control of the standards of the education conferring a right to registration." (Para 131.) "It follows that the GMC must have the power to refuse to accept a particular body's accreditation as providing an assurance of competence sufficient to merit registration. Such a power is an inescapable consequence of the introduction of specialist registration." (Para 136.)
". . . It would be possible for the GMC to insist, not only upon receiving full general details of the accreditation requirements for accrediting bodies, but also details relating to the accreditation of individuals." (Para 138.) ". . . Doctors from overseas will of course wish to obtain such registration on the basis of education and experience gained overseas . . the GMC, not accrediting bodies, should grant registration direct." (Para 210.) "If it is believed-as it is by us-that every doctor ought to have received specialist education then it is logical to introduce a restrictive specialist register." (Para 154.) " . . . An indicative specialist register . in the long run produces the same result as a restrictive one." (Para 149.) Comment-Comment on these paragraphs is almost superfluous; specialist registration gives the GMC the control over the education itself and the bodies who assess it and the right to decide on individual cases, particularly those of doctors trained overseas. This is argued as "inevitably" flowing from the belief that every doctor should have received "specialist" training, when, in fact, "appropriate" training is what is needed. Furthermore, all these consequences flow from an apparently innocuous "indicative" register. Having elsewhere argued against the introduction of a restrictive register (for very good reasons) they frankly admit that the indicative one will have the same effect.
Opportunities for GMC to misuse its power "The GMC must also grasp The need for physicians with special experience in chest diseases has been the subject of constant reappraisal since 1960.1-3 In 1968 the Central Health Services Committee2 recommended that each district general hospital should have a department of respiratory medicine staffed by physicians who would participate in providing general medical services.
Respiratory diseases cause up to a third of surgery visits in general practice4 and major loss of work-time,5 yet there is little data about the demands which respiratory diseases make in hospital practice on which future plans for providing specialists may be based.
We have reviewed the work load created by patients with respiratory diseases presenting to hospital doctors in order to assess the need for specialist experience of respiratory diseases within a general medical service, and the value of these patients in educating junior hospital doctors in the specialty.
Patients and methods
St Leonard's Hospital is a small hospital in Hoxton providing adult general medical and surgical services. Acute medical admissions to the 98 medical beds are shared between three consultants acting as general physicians but holding joint academic appointments with the medical college at St Bartholomew's Hospital. The junior hospital staff consists of a medical registrar, two senior house officers, and three preregistration house physicians. The hospital has its own accident and emergency unit which is shared with the neighbouring Metropolitan Hospital, which takes two-fifths of the medical work load.
A prospective study to discover the demands which respiratory diseases make in hospital practice was conducted on patients admitted St Leonard's Hospital, London Ni M G BRITTON, MB, MRCP, medical registrar (present address: London Hospital, Whitechapel, London El 1BB) J V COLLINS, MD, MRcP, consultant physician to hospital between 1 October 1973 and 30 September 1974 in whom an acute respiratory illness was considered the main reason for admission. Those patients admitted from outpatients or electively for investigations were excluded from the study.
Results
The total number of all medical admissions during the period of the study was 1501 (HAA); of these, 1203 (80%) were acute as judged by our survey. Respiratory illnesses accounted for 15-6% of these acute admissions ( 
